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F 157 : 483.10(b)(11) NOTIFY OF CHANGES
55=p - ( lNJURWDECLlNEIROOM, ETC)

!

" A facility must immediately inform the resident;
, consult with the resident's physician; and if

{ known, notify the resident's legal representative

: or an interested family member when there is an

; accident involving the resident which resuils in

{ injury and has the potential for requiring physician

' intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly {i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, of (o commence a new form of
: tfreatmant); or & decision to fransfer or discharge |
the resident from the facility as specified in '
§483.12(a).

The facility must also promptly natify the resident
and, if known, the resident’s legal representative
or inferested family member when lhere is a .
: change in room or roommate assignment as i
[ specified in §483.15(e)(2); or a change in
 resident rights uncler Federal or State law or

j regulations as specified in paragraph (b)(1) of
. this section.

: The facility must record and periodically update
: the address and phone number of the resident's
; legal representative or interested family member. i

This Pian of Correction is submitted as

F 000/ required under State and Federal Law.
The submission of this plan does not
constitute an admission on the part of
NHC HealthCare, Chattanooga as to the

F 157| accuracy of the Surveyors’ findings nor the
conclusions drawn therefrom. The
facility's submission of the Plan of
Correction does not constitute an
admission on the part of the facility that the
findings cited are accurate, that the
findings constitute a deficiency, or that the
scope and severity regarding any of the
deficiencies cited are correcily applied.

F 157 88=D
See next page..,
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any deficiency statement anding wilhe asterisk ) denot&‘s-e/deﬁciancy which the inglitulion may be excused frem comresting Dmdlng it is determined that
sther safeguards provide sufficient protection fo the patients. (See instruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
cliowing the date of survay whelter of nol a plan of cortaclion is provided. For nursing hames, the above findings and plans of correction ara disclosablo 14
1ays following the date these documents are made available {o the facilly. H deficiencies are ciled, an approved plan of correction is requisite to conlinued

wogram paricipation.
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' F157
F 157 | Continued From page 1 F 1571 Corrective Action:
I This REQUIREMENT is not mel as evigenced | 1. Resident#307 family was aware of the
i by: i appointment on 11/13/12 as detailed in the
: Based on medical record review and inferview, | findings. To be completed by: 11/13112
i  the facility faited to notify the family of an f
appmntment for one resident (#307) and failed to 12, Resident #236 is responsible for
notify the family after a fall for one resident (#236) herself. She is alert and oriented, makes
of three residents reviewed for accidents of forty her awn decisions and responsible for
three residents reviewed. herself. She was aware of the incident
and interventions explained to her the day
The findings included: of the incident. Other family members who { 14713712
support her were not called,
Resident #307 was admitted to the facility on
| October 19, 2012, with diagnoses inctuding Post 3} Licensed Nurses will be reinserviced by
i Surgical Wound to Left Znd Toe, Dementia with ! DCN or ADM to contact family members
: Behaviors, Cardiac Arthythmia, Pacemaker, timely when appointments are scheduled &
i Coronary Artery Disease, Hypertension and incidents happen. if family members are  {12/30/12
t Hemalurla (blood in the urine). unreachable, to document attempts made,
Medlcal record review of a physician's order, |dentifying Other Patients:
- dated November 2, 2012 revealed "... (3) 1. To identify any other Residents, all
: Referral to urology...” ; incidents from 1113112 to 1111612 were
| i reviewed by ADON and no other Residents | 12,15/12
: Medical review of a physician's order November were affected,
[ 15, 2012, revealed "...obtain Nephrologists...dx
{(diagnosis} Persistent Hematuria, Chronic Renal 2. To identify any other Residents, ait
Disease.. " | appoaintments from 111312 to 111612
: were raviewed by ADON and no other t2/15/12
Review of the appointment log book revealed on Residents were affected.
November 6, 2012, an apppointment with 2
urologist was made for November 14, 2012, at Measures & Changes to be taken:
12:45 p.m. 1. All Licensad Nurses will be reinserviced
! by DON or ADM to contact family
interview on November 13, 2012, at 4:49 p.m., in | members timely when appointments are
the resident’s room, with the resident's Power of scheduled and incidents happen. If family 12/30/12
Attarney (POA) revealed the resident was . members are unreachable, to document
scheduled for an appointment with the uralogist | attempts made.
on November 14, 2012, Continued interview
i revealed "...was not notified of the appointment
H !
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x) D | SUMMARY STATEMENT OF DEFICIENCIES - PROVIDER'S PLAN QF CORRECTION )
X i {EACH DEFICIENGY MUST BE PRECEDED BY FULL ! PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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! i DEFIGIENCY)
: ; F157 Continued:
F 157, Continued From page 2 ! F 157} Monitoring Performance:
* until today (one day before the appointment and 1. The DON or ADON will do a2 QA Study
: if...nad not came to visit today.. wolld have never monthly x 2 on 10+ Residents that will
i known about the appointment... include a record review of incidents to
. ensure family members were notifisd
: Interview with the 100 Wing Unit Manager on ; timely of any incident. It will also include a
' November 14, 2012, at 3:45 p.m., in the nurses : review of appaintments to ensure famiy
i station, revealed the appointment was mads on | members were notified timely of
; Novamber 6, 2012, for November 14, 2012 at , appointments scheduled. Results will be
| 12:45 p.m. Continued interview confirmed, *...we | reported monthly to the QA Committee
i usually call the family and let them know and we ! consisting of Medical D?rector or Physician
; failed to notify the POA...spoke with the POA Designee, DON ar Designee, ADM or Asst
| yesterday and told...this was an ; ADM, SW, Dietician and other team
i oversight._.another nurse made the appoiniment | members, After initial 2 month monitoring,
¢ and the nurse failed to call the POA..." QA frequency may be reduced depending
on resulis. To be completed by: 12730112
Resident #236 was admitted to the facility on
January 21, 2012, with diagnoses including Acute |
 Kidney Failure, Pneumonia, Diabetes Meilitus |
1 Type 2, Anxiety, Anemia, Hypertension, Asthma, |
i Coronary Artery Disease, and Chronic ; {see next page)
i Obstructive Pulmonary Disease (COPD). !
: Medical record review of a nurse's note dated
 November 13, 2012, revealed ".. resident found
" an knee kneeling at bedside facing bed with no ,
apparent injury noted..." {
|
Medical record review of the Nursing Care Plan .
dated November 13, 2012, revealed "...at risk for i
falis i/t (related to) fracture and anxiety...ensure | i
call tight within reach, scoop mattress (7/24/12), |
ghost alarm and bed alarm...” i
I Review of {he Post Fall Nursing Assessment,
dated November 13, 2012, revealed "...patient
was on knee Kneeling at bedside facing
| bed...then patient lurmed over onto mat...Family l
Notified: Na...”
FORM CMS-2567{02-89) Previous Versions Obsolele Evenl Ib:XLE6 Facity 10: TN33H If continuation sheet Page 3 of 23
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NAME QF PROVIDER OR SUFPLIER
NHC HEALTHCARE, CHATTANOOGA

STREET ADDRESS, CITY, STATE, 2iP CODE

2700 PARKWOOD AVE
CHATTANOOGA, TN 37404

(xdio | SUMMARY STATEMENT OF DEFICIENCIES
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL
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PREFIX
TAG
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F 157 | Continued From page 3

|i Obsetvation on November 14, 2012, at 4:20 p.m., |

i in the resident's room, revealed the resident lying
i on the bed, falls mat in place, and a scoop
: mattress in place.

¢ interview with Licensed Practical Nurse (LPN) #3 |

: on November 14, 2012, at 4:11 p.m., at the 100

i Wing nurses station, confirmed ".._resident rolled !

i out of the bed on November 13, 2012, was found
: on...knees on the falls mat...we call the family
| after any incident..."
| Interview with the Resident Care Coordinator
; (RCC) on November 15, 2012, at 8:55 a.m., in
: the coordinator's office, confirmed the family was
i not notified after the resident's fall on Navember
113, 2012.

F 164 483.10(e), 483.75(1)(4) PERSONAL

§§=D | PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and
i confidentiality of his or her personal and clinical
! records.

Personal privacy includes accommodations,
: medical treatment, written and telephone
! communications, personal care, visits, and
| meetings of family and resident groups, but this
: does not require the facility to provide a private

i room for each resident.

i

: Except as provided in paragraph (e)(3) of this

i section, the resident may approve or refuse the
| release of personal and clinical records to any

1 individual outside the facility.

| The resident's right to refuse release of personal
|

F 157

F 164

i F64

Cormective Action:

1. The CNA was aware of her mistake
and apologized to Resident #78. She was
1 also counseled by RCC on the importance
t of maintaining the dignity of residents

i when providing care. Completed:

1111512
12) CNA's will be reinserviced by DON,
ADON or RCC on the importance of
maintaining a residents dignity when

i bathing and/or providing incontinence
| care. Complete by: 12/30/12
identifying Other Patients:

- 1. WalKing rounds wilt be conducted by
DON, ADON, RCC or SW to identify if any
other residents are affected. Complete by:

12415112

Measures & Changes to be taken;

1. All CNA's will be reinserviced by DON,
ADON or RCCon the importance of
maintaing a residents dignity when
providinggcare. 12/30/12
Manitoring Performance;

1. The DON, ADON or SWwilldo a QA
Study monthly x 2 ore 10+ Residents that
will include interviews of residents to
ensure their dignity is being protected
when patient care is being provided.
Results will be reported monthly to the QA
Committee consisting of Medical Director
or Physician Designee, DON or Designes,
ADM or Asst ADM, SW, Dietician and
other leam members. After initial 2 manth
: monitoring, QA frequency may be reduced
depending on results. To be completed
by

12/30/12

(see next page)
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NAME OF PROVIDER OR SUPPLIER
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x40 i SUMMARY STATEMENT OF DEFICIENCIES
PREFIX : (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG . REGULATORY QR LSC IDENTIFYING INFORMATION)

I ; PROVIDER'S PLAN OF CORRECTION

PREFIX | {EACH CORRECTIVE ACTION SHOULD BE coML’{"’éﬂou
TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE

DEFICIENGY}

1 by:

' Welghl Loss.

1
| room,

F 164 | Continued From page 4
: and clinical records doss not apply when the
i resident is transferred to another health care
: institution; or record release is required by law,

The facility must keep confidential all information
contained in the resident's records, regardless of
the form or storage methods, except when
release is required by transfer to another
healthcare institution; law; third party payment
cantract; or the resident.

' This REQUIREMENT is not met as evidenced

« Based on observation and interview the facility
: failed to protect privacy during care of one
: resident (#78) of forty-three residents reviewed.

i The findings included:

| Resident #78 was admitted to the facility on
i August 31, 2012, with diagnoses including
i Seizure Disorder, Chronic Kidney Disease Stage
. IV, Dementia, Pressure Ulcer to Sacrum Stage
: IV, Right Buttack Pressure Ulcer Stage iV and

| Observation of resident #78 on November 15,

i 2012, at 1:31 p.m., in the resident's room, after
entering the rgom during a medication pass,
revealed the resident was in bed, lying on the
resident’s right side with the gown putled up to the
waist and the bed covers pulled down to the
ankles. Further observation revealed the
incontinent pad was bunched together under the
coceyx area, also expased, the privacy curtains
were not drawn, and no staff were present in the

!
|
F

F 164

left blank

i

This page intentionally
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STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMP
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B. WING
445013 ' 11/15/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2700 PARKWOOD AVE
EALTHCARE, CHATT.
NHG H HG HATTANOOGA CHATTANGOGA, TN 37404
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ] D | - RROVIDER'S PLAN OF GORREGTION (X6
PREFIX {EACH DEFICIENCY MST BE PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CTAG REGULATORY OR LSC IDENTIFYING INFORMATION) t TAG CROBS-REFERENCED TQ THE APPRORRIATE DCATE
| ! DEFICIENCY)
} : F176
F 164 | Continued From page 5 . F 164 Corective Action: : .
pag 1. All Licensed Nurses will be reinserviced
* Inferview with Licensed Practical Nurse (LPN) #2 | by DON or ADH to O o resicents
" on November 15, 2012, at 1:35 p.m., in the i unattended during albuterol nebulizer
+ hallway directly outside the resident‘é room * andiar breathing treatments &nless they
; revealed the resident was receiving incontinence ' gglggfnaf:isatsesrerﬁz?i?c.tact’igﬁsasa?et; Tobs
i care when left uncovered in the room. Interview completed by: 12/30/12
 with Certified Nursing Assistant (CNA) #1 on ! : ;
| November 15, 2012, at 1:35 pm., outside the | e 228 \was assessed lo safely
 resident’s room, confirmed the resident was left | with medication. Com Ietegb .
. uncavered while the CNA went to assist anather | ' P Y: 1211812
: resident. When questionad why this was done, i . .
: the CNA said "There is no excuse. | thought | i Ldem:fgngic?th:!sr tzailegct:’;ive breathin
: could get back in time to finigh.” Further interview; tr;'e atm eﬁtss \;’l{: be aisressed based onga
. With LPN #2 confirmed the facility failed to protect ! . : o
| the privacy of the resident during incontinence | review of their cognilive status by ADON or
! care. i RCC to determine if they are able to
F 176 ; 483.10(n) RESIDENT SELF-ADMINISTER AL self-administer medications safely. 12130112
SS":'I! DRUGS {F DEEMED SAFE !' Measures & Changes to be taken:
 An individual resident may self-administer dru gs if ) 1. All Licensed Nurses will be reinserviced
b o i by DON or ADM to not leave residents
| the interdisciplinary team, as defined by | unattended during albuterol nebulizer
——1-5483,20(d)(2)(ii),-has.determined that this i ing treatm less th
| practics is safe. ! and/or breathing freatments un ey
! i have been successfully assessed to be
: : j able to self-administer medications by: 12430112
f This REQUIREMENT is not met as evidenced . i Monitoring Performance
| by: ! i 1. The DON or ADON will do a QA Study
i Based on observation, medical record review | { monthly x 2 on 5+ Residents that will include
1 and interview the facility failed to assure one i | observation of Residents recaiving breathing
: resident (#225) was assessed for I treatmants to ensure Residents are not left
| seif-administration of a medication of forty- three | I ;ﬂatlftgdqﬁ ggrmg brli'eezthmgtil:fa:m&lg% "
| reside H ) E5UIIS Wi repol montaly
i fesidents reviewed l ' Commiltee consisting of Medical Director or
: : . I . Physician Designee, DON or Designee, ADM
i The findings included: i | or Asst ADM, SW, Distician and ofher team
i I members. After initial 2 month monitoring, QA
: i frequency may be reduced depending on
| Resident #2265 was admilted to the faciltyon | | cesull, Tobe comploled by - 12/30112
 August 18, 2011, with diagnoses including : |
! ! . (See Next Page) ——
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FORM APPROVED

OMB NO. 0938-0391

4232427163

! Chronic Obstructive Putmenary Disease.

[
. Medical record review of a Physician’s

: Recapitulation Order for November 2012,
! revealed ... Albuterol .5 - 3mg (milligram).. give 1

unit per aerosol 4 times daily.. *

1

Observation on November 14, 201 2,at 827 am.,,
; in the resident's room, revealed the resident was
: resting in bed in an isolation room, with the door

! closed. Continued observation revealed the
- resident was receiving an albuterol nebulizer
 treatment with no staff present. Observation

i revealed the resident's nurse was not in view of

- the resident.
i

Interview on November 14, 2012, at 8:29 a.m.on
: the 400 hallway, with Licensed fractical Nurse
: {(LPN) #1 confirmed the albuterol nebulizer was

! started and the nurse left the resident

" Unattended.

| Interview on Movember 14, 2012, at 9:63 a.m., at |
 the: unit 4 nurse's station, with unit manager #1,
: confirmed the resident had not been assessed for

! self administration of the albuterol breathing

{ freatment.

F 241 483.15(a) DIGNITY AND RESPECT OF

55=D; INDIVIDUALITY

 The facility must promote care for residents in a
I manher and in an envirpnment that maintains or
; @nhances gach resident's dignity and respect in

{ full recognition of his or her individuality. -

i This REQUIREMENT is nof met as evidenced

i

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA %2) MULTIPLE CONSTRUCTION X3
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; o) ( ’33{,.%{"&’7"5‘5 v
A, BULDING
B. WING
445013 111152012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
NHG HEALTHCARE, CHATTANOOGA Z700 PARKWOOD AVE
CHATTANOOGA, TN 37404
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES i 18] PROVIDER'S PLAN OF GORRECTION {xs}
PREFtX - {EACH DEFICIENCY MUST BE PRECEDED BY FLLL ! PREFIX (EACH CORRECYIVE ACTION SHOULD BE . | COMRLEYION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) PoTag ! CROSS-REFERENGED TO THE APPROPRIATE DATE
E PEFICIENCY)
a‘I F241
: i : Corrective Action;
F 176 ; Continued From page 6 t F17614. Al CNA's will be inserviced by DON,
- Dementia, Benign Prostate Hypertraophy and ’ ADON, RCC or ADM to serve meals of

i Residents in the same room as close to

: the same time as possibie to maintain or

. ehhance each Residents dignity and

{ respect in full recognition of his or her

: individuality. To be completed by:

I

! identifying Other Patients;

' 1. Residents will be observed during meal
: time by ADM or SW to see if any other

12/30/12

12120112

: Residents are affected by:

| Measures & Changes to be taken:
* 1. All CNA's will be Inserviced by DON,

ADON, RCC or ADM to serve meals of
Residents in the same room as close fo
the same time as possible to maintain or
enhance each Residents dignity and
respect in full recognition of his or her
individuality. To be completed by: 1243012
Monitoring Performance:

1. The DON, ADON, RCC or SW will do a
QA Study monthly x 2 on 10+ Residents
that will include observations during meal
time to ensure Residents that are in the
same room are served as close to the

{ same time as possible to maintain or

F 2411 enhance each Residents dignity and
| respect. Results will be reported monthly
to the QA Committee consisting of Medical
Director or Physician Designee, DON or
Designee, ADM or Asst ADM, SW,
Dietician and other team members. After
initial 2 month monitoring, QA frequency
“may be reduced depending on results. To

be completed by:

12/3012

{See Next Page) ]
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DEFPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
—-—-—_.._‘_______,__
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: o) o SSL%EEUTRQI[‘;:Y
A, BUILDING
145013 me 1111512012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
2700 FARKWOOD AVE
NHC HEALTHCARE, CHATTANOQGA
HC 06 CHATTANQOGA, TN 37404
o4 ! SUMMARY STATEMENT OF DEFICIENCIES ! 0 PROVIDER'S PLAN OF CORRECTION X%
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX | [EACH CORRECTIVE ACTION SHOLILD BE COMPLETION
TAG :  REGULATORY ORLSC IDENTIRYING INFORMATION) . TAG ;  CROSS-REFERENCED TO THE APPROPRIATE DATE
} ; DEFICIENCY)
: ; !
F 241 Continued From page 7 [ Foa1 |
| Based on observalion and interview, the faclity ° '
- failed to provide one resident (#158) a meal ray |
! while the roommate was ealing of forty-three )
i rgsidents sampled. - .' : 1
: ; [
' The findings included: | I
| Observation on November 14, 2012, at 8:50 a.m., |
i in the resident's room, reveated the roommate of
; resident #1858 was self feeding their breakfast, i e intentionalt
i Further observalion revealed resident #158 had This p?gft blank y |

i not received a tray. Further observation revealed
j resident #158 pressed the call light and the
; responding Certified Nurse Aide (CNA) #2 asked
i resident #158 what (resident) needed. Resident
i #158 pointed to the roommate and questioned
t the CNA why (resident #1 58) had not received
, their tay. Further observation at 9:01 a.m.,
. revealed CMA #2 delivered resident #1 58‘5 tray
“and resident #158 proceeded 1o self feed their
; i breakfast.
- Interview with CNA #2 on November 14, 2012, at
} 9:01 a.m., in the residents’ room, revealed both
: residents, #158 and the roommate, breakfast
: ; trays were delivered on the same cart. Further
! inferview confirmed both residents wers to i
; receive their breakfast al the same time. =
F 253 483.15(h}{2) HOUSEKEEPING & F 2531 12/30/12
$S=D  MAINTENANCE SERVICES E

The facility must provide housekeeping and ;
| maintenance services necessary to maintain a i
H sam!ary, orderly, and comfortable interior. i

This REQUIREMENT is not met as evidenced |

‘ORM CMS-2587(012-99) Previous Versions Obsolets Evenl ID: XL5511 Facitly 10; TN3311 If continuation shest Paga 8 of 23
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DEPARTMENT OF HEALTH AND HUMAN SERVICES “FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO_0933-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMHER; COMPLETED
A BURLDING
445013 B WING — 117152012
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2700 PARKWOOD AVE
NHC HEALTHCARE, CHATTANOOGA CHATTANOOGA, TN 37404
SUMMARY STATEMENT OF DEFICIENCIES ! [[v] . PROVIDER'S PLAN OF CORRECTION {xs)

{EACH DEFICIENCY MUST BE PRECEOED BY FULL ! pREFIX | {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
i REGULATORY ORLSC IDENTIFYING INFORMATION) i TAG caoss-aemnagggg';ggge APPROPRIATE DAYE
; , F253
: i Corrective Action:

F 283 ; Continued From page 8 i F 25311, The Dining Room csiling vents and

i by: ; J ceiling tiles were cleaned at the time the
: Based on observation and interview, the facility | Surveyor reported their concern. 11118112
: falled to maintain three celling vents and tweive : 1 2. The 2 personal fans of Resident #40 &
' ceiling tifes in the main dining room in a sanitary . '| #84 were removed from the room, cleaned
: manner; failed 1o maintain resident fans in a ; | and returned to each Resident at the time ;
 Sanitary manner for two (#40 and #94) of 1 the surveyor reported their concem. 1171612
 forty-three residents reviewsd; and failed to E | 3. The 2 soiled linen carts and clean finen
, maintain two soiled linen carts and one clean | rack were cleaned at the time the Surveyor
i linen rack in a sanitary manner on the 100 hatl, i i reported their concern. 1115112
: i 1
i The findings included: i Identifying Other Patients:
: : 1. An inspection of al} personal fans and
. Observation on November 13, 2012, at 11:41 ceiling vents will be conducted by HSKP
' a.m,, in the main dining room during the mid-day | Supr or Maint Supr to ensure they are
; meal service, revealed two ceiling vents and ; { clean and that ho ather residents are 12/20/12
: surrounding celling tiles, located on either end of ; | affected.
i the steam table; and one ceiling vent and |
f surrounding ceiling tiles, located closest to the : Measures & Changes to be taken:
| clock and over dining tables, had a heavy black : 11. HSKP staff will be inserviced by HSKP
| accumtiation of debris. Further observation ! Supr to check and clean ceiling vents,
; revealed twelve stained ceiling tiles. ! personal fans, clean & soiled linen carts fo
J_. N [FRTrp— --ensure they are free of dust-buildup or :
: Inerview on November 13, 2012, at 11:43 a.m., : debree. To be completed by: 12730112
| With the facility Registered Dietitian, in the main |
| dining room, confirmed three ceiling vents and Monitoring Perfarmance:
| surreunding ceiling tiles had a hsavy 1. The HSKP Supr or Maint Supr will do a
+ accumulation of black debris and twelve celling QA Study monthly x 2 on personal fans,
; tiles were stained. ceiling vents, ceiling tiles, clean & seiled
i linen carts that will include visual
! Observation on 100 hall, outside room 1186, on inspections to ensure they are free from
j November 14, 2012, at 8:26 a.m,, revealed two | dust buildup and/or debris. Resuits will be
f soiled linen carts with stained exteriors and a j reported monthly to the QA Committee
* heavy accumuation of dust and debris, Further ; congisting of Medical Director or Physician
g ebservation revealed a covered clean linen rack i Designee, DON or Designee, ADM or Asst
i containing linen, belween the two soiled linen : ADM, SW, Dietician and other team
| carts, with a heavy accumulation of dust onthe | membars. After initial 2 month monitoring,
 frame of the rack. ! QA frequency may be reduced depending [ 12/30/12
; i on results. Complete by:
! ' (See Next Page) I |
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONS
AND PLAN OF CORRECTION ) IDENTIFICATION NUMBER: 2) TRUCTION " 88;%5@&?

A. BUILDING
W
445013 B WinG 111512042

NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZtP CODE

2700 PARKWOOD AVE

HEALTHC . CHATTANOODGA
NHC HCARE AT CHATTANOOGA, TN 37404

; Inferview on November 14, 2012, at 8:30 am.,
: with the Housekeeping Director, outside room
i 115. confirmed the two soiled linen cars had ! ;
. soiled exteriors and had a heavy accumulation of |
* dust and debris. Further interview confirmed the :
: clean linen rack had a heavy accumulation of i
dust on the frame of the rack. f !

(X410 SUMMARY STATEMENT OF DEFICIENCIES LD PROVIDER'S PLAN OF CORRECTION o
FREFIY : {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX j {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG : REGULATORY OR LSC IDENTIFYING !NFORMATION) ! TAG i CROSS-REFERENCED TQ THE APPROPRIATE DATE
: i i DEFICIENCY)
; ‘ !
i
F 253 | Continued From page 9 i F253 !
t L] ]
I
i
:

Observation on November 15, 2012, at 8:22 a.m,,
of resident #40's fan on the floor at the foot of the
bed, revealed the fan grate and blades had a
: heavy accumulation of dust and debris. Further
observation revealed resident #94 in bed with a
fan in operation an the bed-side table and pointed
: direclly at the resident. Further observation
* revealed a heavy accumulation of debris hanging
from the fan grate. : |
1 i 1
-+ Interview in the room of residents #40 and #94, |
i on November 15, 2012, at 8:26 a.m., with :
: Licensed Practical Nurse (LPN) #5, confirmed l !
i both fan tion of dust and
: debris on the grates. Observation revealed LPN
{ #5 turned off resident #94's fan, Further !
ohbservation reveaied resident #94's fan blades :
were also Gavered with a heavy accumulation of
debris. Further interview with LPN #5 confirmed
; both resident’s fans had blades with a heavy
| accumulation of dust and debris, i :
F 272 | 483.20(b}{1} COMPREHENSIVE POFar2 12/30112
s8=D | ASSESSMENTS i

This page intentionally
left blank

The facility must conduct initially and periodically i
a comprehensive, accurate, standardized i
reproducible assessment of each resident's
| functional capacity.

1

{ A facility must make a comprehensive

; i
FORM CMS-2567(02-89) Previoys Versions Obsolele Event ID: XL5611 Facilily ID: TN 1 If continualion sheet Page 10 of 23
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0381

STATEMENT OF DEFICIENCGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING _
445013 o wne —~ 11115/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 5TATE, ZIP CODE ’
2700 PARKWOOD AVE
NHC HEALTHCARE, CHATTANOOGA CHATTANOOGA, TN 37404
X4y 10 SUMMARY STATEMENT OF DEFICIENCIES N PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL P PREFIX | {EAGH CORRECTIVE ACTION SHOULD BE | comBLeTion
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERE[I;ngI-_-:IEIEgng APPROPRIATE “DATE
; i i i
i ' 1272 8§8=D
i . ; . Corrective Action:
F 272 | Continued From page 10' , [ F212 0 Resident #281 was discharged hame
: assessment of a resident's needs, using the : : with home health on 11/4 4§12,
; residant assessment instrumenl (RAI) specified
» by the State. The assessment must include at i Identifying Other Patients:
- least the following: - , ; 1. Al residents PASRRS from 9/26/12 to
- Identification and demographic information; ! 11/15/12 will be reviewed by DON to
! Custqrpary routme‘: : engure any resident with a fevel 2 PASRR
 Cognitive palterns; has the mental illness documented on the
S‘Cs"l‘;g‘ unication; MDS and Care Plan. To be completed by: { 12/20/12
i H]
; | Poad and '?el‘ha"l'l"t; patterns; f Measures & Changes 1o be taken:
| Psychosocial well-being; 1. MDS Coordinators will be instructed by
i Physical functioning and structural problems: ADM or DON to review the PASRR for any
; Continence; I mental iliness diagnosis prior to coding &
| Disease diagnosis and health conditions; completing the MDS. To be completed by: | 12/20112
t Dental and nutritional status;
: 8kin conditions;
f !\Aa‘l(e;:s;gl‘i)our:g'mt: 2. Social Workers will be inserviced by
! ' . ; ADM to submit any medical record
i gg%‘;"::_ “:agl‘:r:‘"lgl_a“d procedures; ; documentation received from a tamily
’ ge pc - . . member to Health Information to be
. Documentalion of summary infarmalion regarding ._ implemented into the medical recard
{.the additional assessment performed on the care | L b e - | 1202012
"areas triggered by the completion of the Minimum ] according to facilty policy: ~Complete by.
; Dats Set {MDS); and ; nitoring Pe .
: Documentation of participation in assessment, 1M.°Then3(g)N or:o ;S(a)?qciill do a QA Study
' i monthly X 2 on new admissions PASRRs
i ; from 11/16M2 forward to ensure mental
. | liness diagnosis andfar behaviors are
: : identified. Results will be reported
: ; monthly to the QA Committee consisting of
i : ; Medical Director or Physician Designee,
. ) . : DON or Designee, ADM or Asst A , \
’ This REQUIREMENT is not met as evidenced i Dietitign and %?her teamn memhérsnﬂﬁg;w
| by: initial 2 month monitarin frequenc
| Based on medical record review, observation, | maI;be reducsd depend?ﬁé)?n reqs'dﬁg %’o
I and interview, the facility failed to complete the i be completed by: ' 12/30/12
' Minimum Data Set (MDS) accurately for one | :
| resident (#281) of twenty-nine residents reviewed i (See next page) I
1 : ' i i
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FORM APPROVED
OMB NO. (938-0391

| of forty-three residents sampled.
[
i The findings included:

i

! Resident #281 was admitted lo the facility on

' September 26, 2012, with diagnoses including
: Sternal Wound Dehiscence, Diabetes Mellitus
| Type H, Bipolar, and Chronic Obstruclive

: Pulmonary Disease.

!

* Medical record review of the admission MDS
“dated October 24, 2012, revealed no behavior
: issues addressed and no diagnosis of Bipolar,

! Medical record review of the Pre-Admission

i Screening and Resident Review {PASRR) dated
. September 26, 2012, revealed "...Mental lliness:

! Yes...diagnosis: Bipolar...”

Medical record review of a Social Service Note
. dated October 4, 2012, revealed Pt (patient)

i been uncooperativelcursing at other staff as
i well__"

Medical record review of a Sogial Service Note
dated October 23, 2012; revealed "...Pt's
stater...brought in documentation dated
6/25/11...eval'd {evaluated) by a psyc
{psychiatrist) diag (diagnosis)
Schizoaffective...Bipolar Type...Borderline

. Personality D/O (disorder).. signed (named

; psychiatric service) Consult..."

: Interview with the Director of Nursing (DON) on
: November 14, 2012, at 4:30 p-m., in the DON
; office, confirmed the MDS was not accurate,

5
v
E

| very guarded and suspicious...Pt very abrupt.. Bt =
: ~PT refused as5ess (assessment)..pt hias

1
H
1
1

m— i n —————

i
¥
4
'
L
i
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STATEMENT OF DEFICIENCIES (X1} PROVIDERYSUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION X3
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) ¢ )(?SLEPEEU%VEEY
A. BUILDING
445013 B, WING 1111512012
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, QITY, STAYE, Z2iP CODE
700 PARKWOOD AVE
NHC HEALTHCARE, CHATTANDOGA 2
' CHATTANOOGA, TN 37404
(X4) ID 1 SLAMARY STATEMENT OF PEFICIENCIES i (o] | PROVIDER'S PLAN OF CORRECTION £X5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FLLL, [ PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
s | REGULATORY OR LSC IDENTIFYING INFORMATION) D' "y CROSS-REFERENGED T0Q THE APPROPRIATE DAYE
! i DEFICIENCY}
: !'
F 272 | Continued From page 11 © F272i
!
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DEFARIMENT U HEAL!HAND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X{) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILOING
445013 B. WING 11115/2012
NAME OF PROVIDER O SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
2700 PARKWOOD AVE
NHC HEALTHCARE, CHATTANOOGA
CHATTANOOGA, TN 37404
XN . SUMMARY STATEMENT OF DEFICIENCIES o i PROVIDER'S PLAN OF CORRECTIOM X5
PREFIX ! (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX ! {EACH-CORRECTIVE ACTION SHOLLD 88 COMPLETION
TAG REGLLATORY ORLSC IDENTIFYING INFORMATION) POTAG CROS5S-REFERENGED T%’HE APPRCPRIATE DATE
; : DEFICIENCY)
. J—

F 280 483.20(d)(3), 483.10(k)(2) RIGHT TO :
85=D | PARTICIPATE PLANNING CARE-REVISE CP

| The resident has the right, unless adjudged

l incompetent or otherwise found 16 be

. incapacitated under the faws of the State, to
: participate In planning care and treatment or ‘
i changes in care and freaiment. i

T

¢ A comprehensive care plan must be developad

; within 7 days after the completion of the i
] comprehensive assassment; prepared by an I
: interdisciplinary team, that includes the attending ,
: physician, a registered nurse with responsibility
i for the resident, and other appropriate staff in :
| distiplines as determined by the resident's needs, i
« and, to the extent practicabie, the parlicipation of -
i the resident, the resident's family or the resident's !
! legal representative; and periodically reviewed

! and revised by a team of qualified persons after ;
: @ach assessment. i

e —— e i e

; This REQUIREMENT is not met as evidenced
: by

Based on medical record review, observation,
: and interview, the facilily failed to svaluate and
| Update the care plan for one resident (#2t)for !
behaviors, and for one resident (#40) for dental
needs of lwenty-nine residents reviewed of
forty-three residents sampled. i

i The findings included:

]

» Resident #21 was admitted to the facility on May
| 23, 2012, with diagnoses inctuding Dementia

. without Behaviors, Hospice, Anxiely, and End

)

F 280 | Comrective Action:

. New information, recommendations, -behavior
changes and/or interventions. Completed by: 12/30M2

F280 85=D

1. Resident #21 passed away on 11/23/1 2.
We will not correct her care plan at this time io

Haldol as identified. To be completed by:

2. Resident #40 has been provided denture
| adhesive to use as needed, The care plan has

Idenlifying Other Patients:

1. Al residents receiving Haldol will be

| reviewed by DON or ADON to ensure their
care plan reflects a reasor for its use, To be

2. All residents with dentures that are using
denture adhesive will be identified by ADQN,
Records will be reviewed to ensure denfurg
i adhesive is care planned for residents pse,

i;
; Measures & Changes to be taken
i 1. RCC's will be inserviced by DON or ADON

E to update the care plan when neaded to reflect

Monitoring Performance;
1. The DON or ADON will do a QA Study
monthly x 2 on residents receiving Maldol to
enswie behaviors and inferventions are
; documented on the care plan. The DON or
1 ADON will also do a QA monitor monthly x 2 to
check residents wilh dentures where adhesive
i8 recommended fo ensura it is care planned
for use. Results will be reported monthly to the
QA Committes consisting of Medical Director
or Physician Designee, DON or Designee,
ADM or Asst ADM, SW, Dietician and oiher
team members. After initia) 2 montn
monitoring, QA frequency may be reduced
depending on results, Complete by: 12/30/12
! (see next page)

“ORM CMS-2567{02-99) Previous Versions Obsciets Event (D: X561

reflect the residents behaviors and use of 11/30/12

{ heen updated. 12/20/12

{ completed by: 12/30/12

j Complete by: 12/30/12
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. L e o MRV AP ROV IED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938.0381
STATEMENT OF DEFICIENCIES {x1) PROVJDERISUPPLIERFCUA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
445013 8. WING _ 111512012
NAME OF PROVIDER OR $UPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE

2700 PARKWOOD AVE

NHC HEALTHCARE, CHATT, O
HATTANGOGA CHATTANOOGA, TN 37404

Xa)D SUMMARY STATEMENT OF QEFICIENCIES ! [+ I PROVIDER'S PLAN OF CORREGTION (%)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL | PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ! REGULATORY DR LSC IDENTIFYING INFORMATION) OTAG CROSS-REFERENCED YO THE APPROPRIATE DaTE
! ; ] DEFICIENCY) :
) 1
P | ;
F 280 : Continued From page 13 1 F 280;

! Stage Renal Disease,
; Medical record review of a quarterly Minimum |

. Data Set (MDS) dated August 21, 2012, revealed | ;
, memory impairment, no behaviors, and required [
- extensive assistance with all Activities of Daily
. Living (ADL's.)

i .
- Medical record review of a care plan dated
i August 30, 2012, revealed no care plan for
! behaviors and the use of Haldol,

|
: Medical record review of 2 Nurse's Note dated
; September 11, 2012, revealed "...can become

i combative with care. " This page intentionalty

: left blank
: Medical record review of a Nurse's Mote dated
li Sepltembar 285, 2012, revealed .. increased
» agitation noted..."

!

{ Medical record review of the Physician's ;
t Recapitulation orders dated November 1, 2012, ¢

I-through February 1, 2013, revealed ! i
| "...Haloperidol 1mg {milligram) SQ : :

i

: (subcutaneous) svery morning at 6:30 a.m. or PO |

| (per mouth)...*

: Observation on November 14, 2012, at 8:30 a.m., ; |
: in the resident’s room, revealed the resident Wing : :
 on the bed. 1

{ .
: Interview with Unit Manager #1 on November 1 1, ,
: 2012, at 9:42 a.m., at the Nurse's Station, !
; revealed the Haldo! was given subcutaneously, :
i the resident refuses {o take medications arally, :
 refuses care, and becames combative with ! ;
; personat care, ; }
3 H
! I
i !

“ORM CMS-2567(02-98} Previous Versions Obsolele Event ID; XL5611 Faélrily 10 TN331Y If continualion shieel Page 14 of 23
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FORM APPROVED
OMB NO, 0938.0391

STATEMENT OF DEFICIENGIES {*1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

445913

(X2} MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SyRVEY
COMPLETED

11/15/2012

NAME OF PROVIDER OR SUFPLIER
NHC HEALTHCARE, CHATTANOOGA

STREET ADDRESS, CITY, STAYE, ZiP CODE
2700 PARKWOOD AVE
CHATTANQOGA, TN 37404

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES
TAG REGULATORY QRLSC IDENTIFYING INFGRMATION)

D FROVIDER'S PLAN OF CORRECTION po
PREFIX | (EACH CORRECTIVE ACTKIN SHOULD BE co
TAG |  CROSS-REFERENGED TO THE APPROPRIATE DAYE

DEFICIENCY)

PREFIX j (EACH DEFICIENGY MUST BE PRECEDED BY FULL
1
!

F 280 ' Continued From page 14
! Interview with the Director of Nursing (DON) on

: Station, revealed the care plan had not been
; updated to reflect the resident's behaviors and
| the use of Haldal.

|
! Resident #40 was admitted to the facility on

| November 22, 2011, with diagnoses including
i Chronic Obstructive Pulmonary Dicease,

1 Diabetes Meliitus, Late Effect Cerebrovascular
i Accident with Left Side Weakness, and

! Hypertension.

; Medical record review of the annual Minimum

. Data Set dated October 22, 201 2, revealed the
: resident scored a fourteen out of fiftesn for

i cognition; had broken or loosely fitting full or

j discomfort or difficulty with chewing,

: Medical record review of the Dental Progress
. Notes revealed: "Qctober 12, 2012, Exam:

+ Periodic Oral Evaluation, Censultation; Other

! procedures: Can not wear new dentures, No

i ridge; October 19, 2012, alignment imprassion
l made for & new lower complete denture with a

| permanent cushion liner; October 23, 2012, Wax
 bite registration; and October 30, 2012, Dslivery

| of new lower complete denture w (with) a
| permanent cushion liner, Atiending nurse and
administrator informed."

i Medical record review of the Social Services

1 Progress Note dated October 31, 2012, revealed

1 "...Got (resident) new dentures yesterday.

: {Resident) is real excited and says they fit
- gaod..."

¢ partial deniture; and had no mouth or facial pain,

! November 18, 2012, at 10:00 a.m., at the Nurses |

i

F 280

left blank
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WEEANIVICIN G U DIEALL O ANLY FIUIWAY DEEHVILED FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
A VL. 09380331
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B, WiNG
445013 1/15/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 2IP CODE
2700 PARKWOOD AVE
NHC HEALTHCARE, CHATTANOOGA
CHATTANOQGA, TN 37404
X4)Io * SUMMARY STATEMENT OF DEFICIENCIES oo PROVIDER'S PLAN OF CORRECTION X}
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FULL ‘' OPREFIX | (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) . TAG ;  CROSS-REFERENCED TO THE APPROPRIATE DATE
: ; f DEFICIENCY)
- _i
F 280 : Continued From page 15 ;. F 280,

.+ Medical record review of a physician phone arder :
* dated November 13, 2012, revealed "Dental : :
+ Consult foose fitting dentures.” " 1
» Medical record review of the nurse's note dated i {
t November 13, 2012, revealed *...Spoke w : :
| {(named dentist) and informed him that {Resident) :
: was cfo (complaining of) loose fitting dentures. | |
(Named dentist) informed writer that only thing | :
1 You can do is have (resident) to apply adhesive to
i (resident’s) dentures. There is nothing else | ¢can
| do to the dentures to adjust them. Writer stated
! OK..."
1

This page intentionally
left blank

| Medical record review of the care plan dated !
! October 30, 2012, revealed no documentation of
j the use of adhesive.

. Interview with Ceriified Nurse Alde #3, working

; the 3:00 p.m. to 11:00 p.m. shift, on November

: 14, 2012, at 4:21 p.m., at the station one nursing

! station, confirmed resident #40 ".. has falge teeth,
T TatTiight take ttiem out and piace (false téeth) in

: Cup....(resident) dees not use adhesives...”

» Interview with Cerlified Nurse Aide #4 on

11 November 15, 2012, at 8:38 a.m., at the station

1 One nursing station, confirmed the resident ”...

; has dentures...does not need adhesive and if :

| (resident) needed adhesive | would apply it...” i

 Interview with Unit Manager #3 on November 1 8, i i

i 2012, at 9:20 a.m., at the station one Aursing : ;

{ station, confirmad the nurse failed to update the ! f

i care plan to address the use of a dental 1 |

| adhesive, ! E
F 371 483.35(i) FOOD PROCURE, F 371! 12/30/12
8S=F STORE/PREPARE/SERVE - SANITARY '
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A, BUILDING
B. WING
445013 11/118/2012
NAME OF PROVIDER DR SUPPLIER

OMB NO. 09338-0391

NHGC HEALTHCARE, CHATTANOOGA

STREET ADDRESS, CITY, STATE, ZIP CODE
2700 PARKWOOD AVE

CHATTANQOGA, TN 37404

i 7:45 a.m., with the regional representative
|

I

(See next page)

*ORM CMS-2587(02-99) Previous Versions Obsolgle

Evenl 10 XLSE 11

Faciliy ID: TH3A3IN

(Xa) 1D ! SUMMARY STATEMENT OF DEFICIENCIES J m i PROVIDER'S PLAN OF CORRECTION o)
PREFIX ! (EAGH DEFICIENCY MUST 8E PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |  REGULATORY ORLSC DENTIFYING INFORMATION) ! TaG CROSS-REFERENCED TO THE APPROPRIATE DATE
f | _ DEFICIENGY)}
| F F 371 S8=F
F 371 | Continued From page 16 {  F 371| Corestive Action:
: 1. The walk-in refrigerator condenser
f The facility must - grates had some dust on them and have
| {1) Procure faod from sources approved or : been cleaned. All prepared ft?umdwa?
: considered satisfactory by Federal, State or focal covered and not exposed to the dus 11115112
" authorities; and identified.
i (2) Store, prepare, distribute and serve food 1 e
: t(m)der sanﬁar;: conditions i 2. All vents and ceiling tiles identifed were
§ ! throughly cleaned after identification by o
i ; surveyor that same day. 171812
5 5 | 1dentifying Other Patients: ‘
L _ 1. No patients were identified as being
i This REQUIREMENT is not met as avidenced ) | affected by this deficiency. All faod, food
by: : | preperation areas and equipment were
Based on observation and interview, the faciiity 1 found to be clean during the survey.
( dietary depariment failed to maintain the walk-in ! b )
refrigerator condenser grates, ceiling area in front : M SUres Chan s to be ta f.f .
of the condenser unit, and the ceiling vents and ; 1. All Dietary & Maintenance Staff will be
surraund ceiling tiles in the dietary department in inserviced by ADM or RD on the
a sanilary manner. i importance of cleaning vents, fans and
i i cadling tiles in the Kitchen and Dining .
-———1 Thefindings-included: S {| Rooms. To be completed by:
i : _
Observation on November 13, 2012, at 11:27 ; MonHoring Perform__a_n_::_e; . oA
a.m., with the facility Registered Dietitian present, ;[ 1. ADM, RD or Maint Supr wil usz;l a ”
revealed the walk-in refrigerator condenser grates ; monitor that will be developed to GK_GG a
and ceiling area in front of the condenserhad 2 | ;vegt%_ fans ;nd cesll;gg élll::n:rilntg; l%c;leen
h accumulation of debris present, i ' and Dining Room . The
wany ase o / g H " QA monitar all vents, fans. and l."ne‘!hns?1 liles
; Interview with the Registered Dietitian, present ' in the Kitchen and Dm‘mg Rooms eac
! during the observation on November 13, 2012, at | l menth for 3 months with rgsultsfr;portec'i to
i 11:27 am., confirmed the walk-in refrigerator : : the QA Committee consisting o y S:llce:
; condenser grates and ceiling area in fronl of the | i Director or Physician De51gr|::eéw 0
congenser had a heavy accumulation of debris ; Dgs!gpee, ADM or Asst ADM, )
! present, i | Dietician and other leam members. After
5 ; initial 3 month monitoring, QA frequ;-:igc};_
i Observation on November 18, 2012, beginning at | | may be reduced depending on resuits. To
: e ‘ ! bhe completed by: 12/30/12

if continuation sheet Page 17 of 23
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(XN i SUMMARY STATEMENT OF DEFICIENGIES i o | PROVIDER'S PLAN OF CORREGTION o5
PREFIX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) { TAG !  CROSS-REFERENGED TO THE APFROPRIATE DATE
: ! : DEFICIENCY)
M )
F 371 : Continued From page 17

F 428
§8=D;

,  present, of the resident morming meal tray line

l setvice in the distary department, revealed a

{ geiling vent and surrourding ceiling tiles Jocated
| above the steam table service area, were

| covered with a heavy accumulation of debris,
Further observation revealed a ceiling vent and
surrounding ceiling tiles in the area between the
steam jacketed kellle and the tray line were

| covered with a heavy accumulation of debris.

; i Interview on November 15, 2012, at ;10 a.m., in :

! the distary department by the steam table, with

{ the facility reglonal representative, confirmed the

: ceiling vents and surrounding ceiling tilas over the
r steam table service area and between the steam
 jacketed kettle and steam table had heavy

{ accumulations of debris,

483.80{¢) DRUG REGIMEN REVIEW, REPORT
IRREGULAR, ACT ON

: The drug regimen of each resident must be
-Fewewed-at.least once a month by.a licensed
pharmams!

: The pharmacist must report any irreguiarities to
'the attending physician, and the director of

nursing, and these reports must be acted upon,

This RECWIREMENT is not met as evidenced
by:

Based on medical record review and interview,

i the facility failed to notify the physician timely of

pharmacy consultant reports for one resident

! (#225) of forty-three residents reviewed.

j

]
|
F 371
i

! This page intentionally

F 428

i
i
!
t
i
|

left blank

FORM CMS-2567(02-09) Previous Vercions Obsolete Event [D: XLEB11

Facility 10: TN3311

If continuation sheet Page 18 of 23



12-19-'12 ©8:12 FROM-nhc chattanooga 4232427103 T-150 POBZ@/8@31 F-995
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STATEMENT OF DEFICIENCIES {X1) PROVIDERISUFPLIER/CLIA {X2) MULTIPLE CONSTRUGYION (X3} DATE SURVEY
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(X430 | SUMMARY SYATEMENT GF DEFICIENCIES o . PROVIDER'S PLAN OF CORREGTION (X8
PREFIX | {EACH DEFICIENCY MUST BE PREGEDED BY FULL { PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |  REGULATORY ORLSC IDENTIFYING (NFORMATION) CTAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: ; DEFICIENCY)
: F 428 $8=D
|

F 428 i Continued From page 18 F 428 | Corrective Action;
i : 1. The Physician saw Resident #225 on

' The findings included: : 8/7112. The Pharmacist Recommendation
i dated 8/9/12 was acted upon 8/21/12
| Resident #225 was admitted to the facililyon | within 12 days. Action was taken within

| August 18, 2011, with diagnoses including the 30 day timeframe of the next réquired

: Dementia, Benign Prostate Hypertrophy and Physicians visit, There are no specific

i Chronic Obstructive Pulmonary Disease. quidelines defining what a timely response

: is. This recommendation did nothave a  § 11/15/12

" Medical record review of a Consultant ! potential for serious harm.

' Pharmacist's Recommendation dated August 9, _ .

i 2012, revealed "...Sulfasalazine (drug used for 2. RCC's will be reinserviced by DON on
ulcerative colitis)...consider decrsasing dose to 1 the importance of communicating

gm {gram) in the morning and 500 mg {miligram) Pharmacist recommendations to the i

i in the evening..." Continued review of the Physician or their designee timely by: 12/30M12 |

recommendation revealed the Physician/

Prescriber response was not addressed until

August 21, 2012 (12 days after recommendation).

identifying Other Patights:

1. All Pharmacist recommendations from
11113112 to 11/15/12 will be reviewed by
DON ar ADON o ensure no other patients
were affected. To be completed by: 12/20/12

! Interview with Unit Manager #1 an November 14,
2012, at 4:05 p.m., at the station 4 nurse’s
: station, confirmed the facility failed to act upon
__ _ithe pharmagy consultant reports timely.
F 441 ' 483.65 INFECTION CONTROL, PREVENT edh
the importance of communicating

=ty : SPREAD, LINENS
S8=0 ] Pharmacist recommendations to the
' The facility must establish and maintain an : | Physician or their designee timely by: 1213012
! Infection Control Program designed to provide a
! safe, sanitary and comfortable environment and ! .
t ; s eainn | 1, DON or ADON will use a QA monitor that
! to help prevent the development and transmission wil be developed to check a sample of 5+

: of disease and infection. ! Pharmacist recammendations to snsure they

; j- are communicated timely to the Physician or

their designee. The QA monitor will be each

i month for 2 months with results reported to the
QA Committee consisting of Madical Director

] or Physician Designee, DON or Designes,

i ADM or Asst ADM, SW, Dietician and other

|

I

Measures & Changes to be taken; i
£ 44111, RCC’s will be reinserviced by-BON-on

Manitaring Performance:

; (@) Infection Conirol Program

' The facility must establish an Infection Control

i Pragram under which it -

L (1) Investigates. controls, and prevents infeclions
{ in the facilily;

i (2) Decides what procedures, such as isolation,

5 should be applied to an individual resident. and depending on results. To be complsted by:

I h See next page) .
FORM CMS-2687{02-00} Previous Versions Obsolete Event ID:XL5611 Fagility 10: TN3311 ( o cununuation sheet Page 19.of 23
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{X4) ID

PREFIX |

TAG

' SUMMARY STATEMENT OF DEFICIENCIES E
{EACH DEFICIENCY MUSY BE PRECEDED BY FULL !
REGULATORY OR L3C IDENTIFYING INFORMATION) i
i

D
PREFIX
TAG

PROVIDER'S PLAN OF GORRECTION )

(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 441 . Continued From page 19

+ from direct contact with residents or their food, if

i (3) Maintains a record of incidents and corrective
| actions related to infsctions.

. (b) Preventing Spread of Infection
i t (1) When the infection Control Program

. determines that a resident needs isolation to

i prevent the spread of infection, the facility must
I isolate the residant,

(2) The facility must prohibit employees with a

: communicable disease or infected skin lesions

; direct contact will fransmit the disease. o
: (3) The facility must require staff to wash their :

: hands after each direct resident contact for which |

i hand waghing is indicated by accepted

: | professional practice.

P {c} Linens
i Personnel must handte, store, process and '
j transport linens so as to prevent the spread of |
: mfechon i

! This REQUIREMENT is not met as evidenced
: by:

! Based on observation, review of facifity policy, |
and interview, the facility failed to follow infection
: Gontral practices during medication administration |
i for one resident (#281) of ten medication

i administrations observed and failed to assure that
{ the biohazard trash was Secure on one of four

: stalions,

:
|
]

I
: The findings included:

i Observal:on on November 13, 2012, at 7:45 a.m.,
; revealed Licensed Practical Nurse (LPN) #4

{

F 441

!
i
[
i
I
!
t
1
l
i
1
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left blank
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DEFAK IMEN] OF HEEALIHAND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0391
STATEMENT OF DEFICIENCIES {{1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGCTIDN (%3) DATE SURVEY
AND PLAN OF CORRECT!ON IDENTIFICATION NUMBER; COMPLETED
A. BUILDING
B. WING
44513 111572012
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZiP COLE
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(X410 i SUMMARY STATEMENT OF DEFICIENCIES ! o ! PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX -  {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX | (EACH CORRECTIVE ACTION SHOULD BE. CEMPLETION
TAG - REGULATORY QRLSC IDENTIFYING INFORMATION) } TAG |  CROSS-REFERENCED YO THE APPROPRIATE QiAYE
: - : DEFICIENCY)
: : F 441 85=D
F 441 ; Continued From page 20 © O Fa4 ?CFN ie Af’u'g“f_ dbv DON of ADM
. I . 'Nurses will be inserved by or on
preparet‘:i resident #281's medication, entered the | infection control practices when administering | 12/20/12

i resident's room, placed the inhaler chamber on medications. Complete by;

! the resident’s bedside table, and the resident self 2. The closer for the Bio-Hazard door has

i administered the inhaler, Further observation at | been inspected and repaired. A lock will also

i this time revealed LPN #4 placed the inhaler

: chamber on the balhroom sink, washed the

| hands, exited the room, placed the inhaler

| chamber on the medication cart, unlocked the
! madication cart, and placed the inhaler chamber

i in the medication cart. Idenlifying Other Patients:

1. The DON, ADON or RCC will observe
i Interview with LPN #4 on Noveraber 13, 2012, at Nurses dispensing medications to ensure no
7 50 a.m., on the 300 hallway, confirmed infection other residents are affected by failing to follow
i : control prachce was not followed during

infection cantrol practices during medication 1213012

i be added to the exterior door. To be completed

: by: 121612
! 3. Resident #281 was discharged home with
i Home Health on 11/14/12 with no known no

! negative outcame from this incident. 12120012
L

i medication administration. : adminigtratlen by:

; ;

i : . : Measures & Changes to be takan:

i Observation on Novemher 13, 2012, at 11:38 ; > prrer— :

! . ; '1. Licensed Nurses wilt be ingerviced by DON
j a-m., across from the station 3 nurse's station, . . or ADM on the importance of infection contral

revealed & housekeeping door was left unlocked
Ieadmg to a bichazard trash closet, also left
! unfocked. Continued observation revealed

i pracfices when dispensing medications. Yo be | 12/20/12
i completed by:
2) All Bio-Hazard doors will be inspected by

___i multiple isolation boxes half full and a visible i ... .1Maint Suprio ensure closers and Jocking 12/2012

: sharps container. mechanisms arg working properly by:

: Observation and interview on November 13, Monitoting Porormange:

i 2012, at 11:40 a.m., with the Director of Nursing, | e oo |
confirmed the doors were to be locked and : & Bio-Hazard doors are secured properly. .
secured, : DON or ADON will use a QA monitor that will

F 463 | 483.70(f) RESIDENT CALL SYSTEM - | F463; e developed to observe the medication pass
s5=0 | ROOMS/TOILET/BATH for infection control practices. The QA

maonitors wilt be each month for 2 months with

The nurases’ sfation must be equi d to receive results reported to the QA Committee
epe consisting of Medicai Director or Physician

i
i resident calls through a communication system | o

' Designee, DON or Desighee, ADM or Asst
j ;ron? lres'dem rooms; and tailtet and bathing ! ADM, SW, Dietician and other teaim members.
aciiilies. : After initial 2 month monitoring, QA frequency

may be raduced depending on results. To ke § 45/30/12
completed by:

j This REQUIREMENT is not met as avidenced i (889 next page) i |

2ORM CMS-2567(02-99) Pravious Versions Qbsolele Event |0 XLEGTY Facility ID: TN33T1 if continuation sheetPage 21023
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§TATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPFLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A.BUILDING
445013 B. WING 11/15i2012

NAME OF PROVIDER OR SUPPLIER

NHC HEALTHCARE, CHATTANOOGA

STREET ADDRESS, CITY, STATE, 2IP CODE

2700 PARKWOOD AVE
CHATTANQOGA, TN 37404

; facility's staff.

nursmg services; a physician designated by the
! facility, and at least 3 other members of the

. The quality assessment and assurance
committee meests at least quarterly to identify
issues with respect to which guality assessment
- and assurance activities are necessary; and
deveiops and implements appropriate ptans of
action to correct identified quality deficiencies.

A State or the Secretary may not require

be compieted by:

. [See Next Page)

l
i

XKD | SUMMARY STATEMENT OF DEFICIENCIES i oo | PROVIDER'S PLAN OF GORRECTION o
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX I {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) ! TAG CROBS-REFERENGED 7O THE APPROPRIATE DATE
; i i DEFICIENCY)
i : F 463 S8=D
F 463 : Continued From pags 21 . F 483] Corrective Action;
: by: : 1. Call lights will be repaired and/or 1273012
. Based on observalion and interview, the facility installed in both whiripool rooms identified.
 failed to have operational call lights in two of two | e .
whiripool rooms. ; Identifying (ither Patignts: '
: i 1. No residents were affected. All patient
: The findings included: : raoms and patient bathrooms have
. r warking call lights.
: Observation on November 15, 2012, beginning at
* 4:00 p.m.. with the Maintenance Director present, | Measures & Changes fo be taken:
' revealed the cafl lights were not working inthe 1. Residents use showers in their rooms.
i whirlpool rooms located on station 3 and station These additional whirlpoot rooms will be
4, . taken out of use and secured until call
: lights are installed and operable. 12130112
! Interview with the Maintenance Director present | o
 during the observation on November 15, 2012, | Monitoring Performance:
: beginning at 1:00 p.m., confirmed the call lights ~ ; 1. Maint Supr or ADM will use a QA
j were niot working in stations 3 and 4. Further ! manitor that will be developed to check call
! interview confirmed the residents did use the ! lights in both whirlpool raoms are in place
i whirlpool rooms. ; and working properly. The QA monitor will
F 620 ; 483.75(0)(1) QAA ' F 520| be each month for 2 months with results
$5=D | COMMITTEE-MEMBERS/MEET ! reported to the QA Committee consisting
LQUARTERLY/PLANS i of Medical Director or Physician Designee,
| ; DON or Dasignes, ADM or Asst ADM, SW,
i | Dietician and other team metmbers. After
} A facility must maintain a quality assessment and ! initial 2 month monitoring, QA frequency
! assurance committee consisting of the director of | may be reduced depending on results. To (2130112

FORM CMS-2567{02-99) Preyvious Verssions Obsolele

Evenl ID; XLS61

Faohly 1D TRE3311
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p—

X4y | SUMMARY STATEMENT OF DEFICIENCIES o, PROVIDER'S PLAN OF CORRECTION 8
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX | {EACH CORRECTIVE ACTION SHOULD PE COMPLETION
TAG | REGULATORY GRLSCIDENTIFYING INFORMATION) I TAG .  CROSS-REFERENCEDTO THE APPROPRIATE DATE
E , i OEFICIENCY)
F 520 : Continued From page 22 F 520; (Fjgrzrgcsgi ?el}?\;;ion:

i disclosure: of the records of such commiltee i i1. The Medical Director and/or his

| except insofar as such disclosure is related to the | i Physician Designee attended September

. compliance of such committee with the " 12012 ang October 2012 Quality Assurance

| requirements of this section. : ‘Megtings. They have been notified to

; i !attend the Quality Assurance Committee

| Good faith attempts by the committee to identify ‘ Meetings no less than Quarterly as

| and comect quality deficiencies will not be used as’ : required. 1212012

a basis for sancions. :

| Identifying Other Patiepis:

i : 1. No residents were affected.

| This REQUIREMENT is not met as evidenced ! :

; by: - Measures & Changes fo be taken:

. Based on review of Quality Committee sign in : 1. The Medical Director and/or his

i sheets, Quailily Committee membher list, and ; : Physician Designee will attend the Quality

{ interview, the facility failed to maintain a qualily | Assurance Committee Meetings Quarterly

: assessment commitiee that met at least ' 1as required. 1213012
| quarterty. '

) : : Monitoring Perfarmance:

: The findings included: i 1. DON or ADON will use a QA monitor

; . L . . . ; ; that will be developed to check attendance

! Review of sign in sheets with Assistan! Director of | :of Medical Director or their Physician
_}MQ(ADQ_N}.E.OFI November 15, 2012, at. ... Designee at the Quality-Assurance - -

1 1:00 p.m., in the ADON office on station three, Committee meetings each quarter. The

i revealed the physician designated by the facility QA monitor will be each quarter for 4

1 2011 to October 2012. Committee consisting of Medical Director

! or Physician Designee, DON or Designes,

¢ Interview with ADON #1 on November 15, 2012, | ADM or Asst ADM, SW, Dietician and

 at 1:10 p.m., in the ADON office at station three, ' other team members. After initial 4

 infarmed about the requirement to attend : be reduced depending on results. To be

! meetings at least quarterly. Further interview ! completed by: 12/30/12
| confirmed “the physician was on the commillee |

| but net an active participant,” and had not i

t attended the Quality Assurance meelings at least ; (See Next Page)

: quarterly. ! i

f

.' : |
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